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Abstract 
This paper reviews the existing literature on the association between the socio-economic 
status (SES) and the health of the ageing population in the United Kingdom (UK). It has been 
noted that socio-economic differentials are more marked across the UK than they are in other 
developed countries. Social class gradients are significant in health for working age people (up to 
age 65), whereas studies on older populations have so far been limited so as to draw any robust 
conclusions. In this paper, we examine the inequalities through selected SES indicators in order 
to tease out the effects on health outcomes of the older population. We critically review the 
physical and mental health indicators of older people in the UK with regard to their SES 
differentials. The findings reveal that older people with lower SES are more likely to experience 
poorer health outcomes (for example, long-standing illness or increased disability) and have 
shorter life expectancy compared to those of higher SES. We illustrate how education remains 
the single most important determinant of health inequality in later life. We suggest that 
educational level or occupational class allied with material deprivation offer the best combined 
indicators of SES for studying health inequalities among older people. The findings of this paper 
has profound implications for prioritising policies to improve the health and wellbeing of elderly 
people with lower SES and go offer an evidence base of how to understand and to develop 
interventions that  minimise the inequalities in health in later life in the UK. 
 
Keywords: Socio-economic status (SES), illness, health indicators, older people, care, United 
Kingdom 
 
INTRODUTION 
 
Socio-economic inequalities in health and mortality are well documented in many 
developed countries (Exworthy et al., 2003; Jone and Nicolas, 2004; Marmot, 2005; Wilkinsona 
and Pickett, 2006; PRB, 2008; Mackenbach et al., 2008; Blackman et al., 2012; Scottish 
Parliament, 2015; Baker et al., 2015) leading to the elaboration and discussion of arrange of 
conceptual and measurement issues from a range of different disciplines (Jones and Higgs, 
2013). A number of studies in developing countries have consistently demonstrated that 
individuals with lower socio-economic status (SES) are more likely to have poorer health 
compared to those with higher SES (Grundy and Glazer, 2000; Aratzciz and Rueda, 2007). 
However, studies on the issue of socio-economic inequalities in health tend to focus on people of 
working age, giving less attention to such differentials among the growing numbers of older 
people (aged 65 years and over). Secondly, these causal relationships are more complex than 
would be expected. Rapid population ageing in developed countries requires a more nuanced 
understanding of the health trajectories of older people. Thinking more creatively about the 
processes of illness, loss and the quality of experiences in later life should recognise that 
discourses being constructed about what constitutes ‘successful’ and ‘unsuccessful’ ageing may 
have their roots in historically past and cumulative social processes and inequalities which are 
not yet being grappled with (Jones and Higgs, 2013).  Higher mortality and morbidity rates 
within this age group (Bowling, 2004) have also been related to the persistence of health 
inequalities across the lifecourse (Marmot, 2010). Developed countries such as Germany and 
Japan have provided some interesting examples arising from social and political upheavals in the 
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twentieth century which have bearing on whether the underlying causes of the malleability in 
human aging are due more to improvements in early life or to improvements in the living 
conditions experienced in later life (Kirkwood, 2014).  Despite the UK having among the biggest 
reductions in mortality, the UK ‘older adult’ rates are sixth highest among Western countries so 
there are no grounds for complacency (Pritchard and Wallace, 2011). The risk of poverty among 
older people in the UK is three to four times higher than the typical risk of poverty in Europe and 
in terms of quality of life, a strong association has been demonstrated between SES and aspects 
of ‘health’ such as life satisfaction, psychological wellbeing, social exclusion and the ability to 
adapt to challenges in later life (Burholt and Windle, 2006). 
 
Moreover, the findings from studies of the association between SES and inequalities in 
the health of older people are less consistent when compared to that of working age people 
(McMunn et al., 2009). These variations in the findings may be partly due to the use of different 
indicators and the measures used to define socio-economic positions as well as competing 
hypotheses such as those on cumulative disadvantage (Dannefer, 2003) and from 
‘divergence/convergence’ theories (Beckett, 2000) where age becomes a levelling factor. As the 
relevance of the determinants of SES may vary over the life course, measuring the SES of older 
people poses particular challenges. Firstly in the post-working population, there are technical 
questions about the utility of occupational class and other indicators of socio-economic position 
to study health statuses (Rees Jones and Higgs, 2013). Secondly, incorporating indicators of 
class, status, wealth, income, and deprivation with how these interact with other important 
factors in later life such as retirement status, gender, ethnicity to assess their impact on health 
status within a relatively lengthy post-working life has not been fully addressed within current 
studies. Thus, it is of particular interest to identify which SES indicators are the most significant 
for measuring the health inequalities of older people in the UK and how to use these analyses to 
inform policy and related interventions to promote successful ageing and to think about how 
resources are directed towards these. More research is needed to explore the extent of socio-
economic inequalities in particular user groups within ageing for example, those with high 
support needs accessing health and social care.  Further consideration is also needed to determine 
whether inequalities that favour old people from lower SES can be justified on the grounds of 
fairness (Equality and Human Rights Commission, 2009) . 
 
Within the above context, this paper specifically examines the relationship between SES 
and health outcomes among the ageing population in the UK.  Through a critical and reflective 
review of key relevant publications in this field, we discuss some of the ways in which SES, 
health and their causal connection have been traditionally defined and utilised.  We then provide 
an examination of the correlates of different but specific SES indicators that can help us 
interrogate more effectively the impact of these on the health of older people and to focus on in 
order to alleviate the impact of SES on health and wellbeing in later life.  We conclude with a 
review of the challenges, limitations and future research agendas and highlight some of the 
policy and practice implications of our findings.  
 
DEFINING SES, HEALTH, AND THEIR CASUAL CONNECTION  
 
SES is a term used to refer to the social standing or position of an individual or group and 
which is commonly conceptualised through the lens of social class where notions of privilege, 
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power and lifestyle are emphasised (Formosa and Higgs, 2014). It is an economic and 
sociological measure that often combines education, income and occupation (Mackenbach et al., 
2008). Oakes and Rossi (2003) assert that socio-economic status should also reflect the extent of 
people’s access to collectively desired resources or opportunities such as material goods, power 
and control, money, social networks, healthcare services, leisure activities and educational 
facilities, including practical interventions that promote their participation and involvement to 
promote their own health and wellbeing (Hafford-Letchfield, 2011). Examination of SES often 
reveals significant inequalities and disparities in access to essential resources or facilities and 
such differentials can often have a profound effect on people’s health. European researchers tend 
to use the term socio-economic position (SEP) instead of SES (Galobardes et al., 2006) although 
the two terms are generally synonymous. In relation to ageing, the evidence base for socio-
economic inequalities is strongest in the field of health care, compared to other public services.  
The evidence however, is still limited and piecemeal and largely restricted to individual studies 
of discrete conditions (EHRC, not dated) but can be found elsewhere at  
http://justageing.equalityhumanrights.com/socio-economic-inequalities-in-older-peoples-access-
to-and-use-ofpublic-services/. 
 
The most commonly used indicators of SES for studying health inequalities are income, 
occupational class and educational qualifications (Knesebeck et al., 2003). The income indicator 
is preferred as a materialistic explanation of health inequalities and may include a household’s 
total cash income measured over a determined calendar period, or averaged period as well as 
disposable income. Income and wealth are positively correlated, but distinct, as can be seen in 
the case of an older individual who may have little cash income but substantial wealth through 
assets such as property ownership. Educational qualifications are closely linked to behavioural 
influences on health inequalities and occupational status or level of deprivation link to 
psychological factors in health inequalities (Grundy and Holt, 2001) and has been seen as vitally 
important for future generations for achieving material security in later life (Burholt and Windle, 
2006). Usual or most recent occupation has been long employed as an indicator of SES and 
predicting variations in health status but may not be useful for older people where there have 
been groups such as women with less or little labour market experience due to shifting roles in 
society. Moreover, later-career occupations, unlike education, are more subject to reverse 
causation problems in which poor health leads to declines in occupational status (Daly et al., 
2002) These three indicators are elaborated in some studies to include financial assets and home 
ownership status. However, in practice, all these indicators are highly correlated and are used 
interchangeably in many studies.  
 
On other hand, health is the key element for the wellbeing of older people (Bernard, 
2000; Khan and Raeside, 2014; Khan and Flynn, 2015). It is a multidimensional concept that is 
difficult to define and measure precisely. According to WHO (1948), “Health is a state of 
complete physical, mental and social wellbeing and not merely an absence of diseases or 
infirmity”. In recent years, definitions of health have included more dimensions such as spiritual, 
emotional, vocational and political. The main physical health indicators (population-level) are 
mortality rates, survival rates, life expectancy, limiting longstanding illness, self-reported health 
etc. and mental health indicators may include the existence of known conditions, as well as 
subjective indicators such as feeling satisfied and happy etc. The flowchart in Figure 1 by 
Graham and Kelly (2004) illustrates how wider determinants and an individual’s social position 
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might connect to a person’s health and wellbeing (Figure 1). An individual’s social position may 
reflect a range of structural inequalities, and perhaps occupy multiple positions (for example, a 
black African woman in a managerial position or a white British man in a manual occupation). 
Social position plays a fundamental part in health and the experience of illness, because of its 
pivotal role in the casual chain by which the social determinants connect and influences health. 
For example, social positions may be reflected in a person’s position in the labour market and 
their educational attainment which in turn influence the extent to which they may have been 
exposed to health risk factors such as workplace hazards and poor diet for instance. 
 
Figure 1: Connection of key health determinants. 
 
 
Source: Graham and Kelly (2004) 
 
 
 
HEALTH STATUS OF OLDER PEOPLE IN THE UK 
 
In the UK, there is a persistent gradient in mortality and morbidity or illness according to 
the levels of socio-economic positions (Tanaka et al., 2011). The Department of Health (2012) 
reported that approximately 15 million people living in England have some kind of long-term 
health condition or illness. Long-term conditions are more prevalent among older people (58 per 
cent of people over 60 compared to 14 per cent under 40) and in more deprived groups (people in 
the poorest social class have a 60 percent higher prevalence than those in the richest social class 
and 30 percent more severity of diseases). Further; these numbers are increasing both for the 
existence of individual conditions, and in the number of people living with multiple and complex 
long-term conditions. Advanced age remains the most important risk factor for increased 
disability and dependency and women experience more years with disability than men. As with 
illness and disease, people with lower SES are more likely to experience disability and 
dependency at an earlier age than those with higher economic status making capability and 
independency socially patterned (MRC, CFAS, 2000). Illness may also be more severe even in 
conditions where prevalence is lower – for example, those who have experienced a stroke.  This 
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latter group is also found to have less access to evidence based support services when from lower 
SES (McFadden et al., 2009). Analysis of the General Household Survey data has shown that 
those from unskilled occupations (52 percent) suffer from long-term conditions more than groups 
from professional occupations (33 percent). Horizontal equity in health care use is an area that 
remains relatively unexamined in the literature on older people.  Allin et al. (2006) for example 
found that individuals on lower incomes are significantly less likely to consult a medical 
professional despite having greater need and that preventative and specialist care particularly 
tends to favour the better off.  The World Alzheimer Report (2014) suggested that a decline in 
age specific prevalence is theoretically possible if driven by changes linked to increased 
prosperity and education which enables people to enter old age with better developed health 
brains and by targeting problems associated with the behaviours of those older people from 
lower SES. 
Experiences of discrimination and prejudice can undermine mental health and wellbeing, 
for particular groups such as being an older woman, from black and minority backgrounds, or 
from Lesbian, Gay, Bisexual or Transgender communities indirectly through the experience of 
poverty, deprivation, exclusion and inequality. Linking ethnicity and poverty in studies using 
SES has shown that factors such as having a mixed support network; being in the radar of local 
health and social care service and health and care providers taking account of the impact of 
culture and migration and diverse life trajectories on what constitutes health and well-being for 
ageing minority populations is significant (Maynard et al., 2008; Hafford-Letchfield, 2013) 
  
Co-morbidity or multi-morbidity is a key concern in old age. It is a major health concern 
and is related to SES too. Statistics shows that it has been increased significantly over the years. 
The number of people with three or more long-term conditions is predicted to rise from 1.9 
million in 2008 to 2.9 million in 2018. The ageing population and increased prevalence of long-
term conditions or illness have a significant impact on health and social care and may require £5 
billion additional expenditure by 2018 (Barnett et al., 2012).  Particular groups are at risk, say for 
example, more than 70 per cent of people aged over 70, and 55 per cent of people aged over 60 
are deaf or hard of hearing. As the population ages the prevalence of hearing loss will grow; by 
2031 there are predicted to be 14.5 million people with hearing loss (Action on hearing loss, 
2012). Dementia is becoming a critically important issue particularly for older women in the UK, 
in terms of both the high personal and social costs related to the disease, and the wider impact on 
other parts of the health and care system. It is estimated that there are more than 570,000 people 
with dementia in England, and over the next 30 years that is expected to more than double to 1.4 
million (Snell et al., 2011). Physical health problems significantly increase the risk of poor 
mental health, and vice versa. Around 30 per cent of all people with a long-term physical health 
condition also have a mental health problem, most commonly depression/anxiety (Department of 
Health, 2012). Substance abuse, particularly of alcohol and prescription drugs, among adults 60 
and older is one of the fastest growing health problems. Problematic substance use for example is 
hitherto and increasingly recognised factor impacting on older people and interacting with a 
range of health conditions and use of health resources (Center for Substance Abuse Treatment 
(1998).  
 
Funding health and care in later life has a disproportionate impact on the quality of life 
experienced by those from a lower SES. A notable change in the retreat of government, greater 
promotion of individualization within care provision whilst at the same time, reducing eligibility 
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for services, has had a disproportionate impact on older people with lower SES (Hafford-
Letchfield, 2013).  Furthermore there is little research that integrates class, gender and ethnicity 
perspectives to provide a more realistic evaluation of the complexities of caring and to evaluate 
differentials in both quality and outcomes of care (Victor, 2013; Khan et al. (2013).  Reform to 
funding of long term care is under pressure from both the contemporary motif of austerity and 
the ‘demographic’ imperative and has implications for the shifting of risk to those who may not 
be in a position to engage with it where there are less financial, educational or other resources to 
cope with these new responsibilities and roles (Hafford-Letchfield, 2013. For example within 
rural areas, allocations for commissioning health has failed to recognise the implications for 
those older people experiencing a combination of isolation, poverty and increased costs where 
services are being rationalized (Burtholt and Windle, 2006)..   
 
CORRELATES OF SES INDICATORS AND HEALTH 
 
Following the overarching themes raised earlier, this section discusses the key SES 
indicators separately and their correlates with health inequalities among the older ageing 
population in the UK. In particular, how the inequalities in health of older adults in the UK s 
associated with differentials in income and wealth, education, occupation and material 
deprivation are discussed respectively. 
 
A person’s income level is one of the main indicators of their SES and has a significant 
association with their health. Lower economic status prevents people from actively participating 
in social events and can make them feel less worthy or of a lower status in the society compared 
to those that are better-off economically (Marmot, 2004).  People with a lower SES generally 
experience poor heath because a low income prevent them from purchasing quality goods and 
services, and force them with unhealthy cheaper options. The Great Britain General Household 
Survey 2001 shows that for the people aged 50 and over, there is a significant inequality in 
reporting long standing illness between the top and bottom quintiles of equivalent household 
income. People in the highest income group experienced a lower percentage of reporting a long-
term illness compared to those in the lowest income group for all age groups in the UK in 
2001/02 (Figure 2). These inequalities were steepest among those aged 50-59 and narrowest 
among those aged 75 and over. 
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Figure 2: Percentage of people aged 50 and over reporting a limiting long-term illness in the top 
and bottom quintiles of equivalent gross household income, 2001/02.  
 
 
Source: Evandrou (2005) 
 
This relationship can work in the reverse direction particularly for older people, as they 
are more vulnerable to poor health compared to the people in other age groups. Poor health of 
older people may be related to lower earning capacity. As income is strongly associated with 
occupation, measuring the socio-economic status of older people through their income is 
problematic because very few people in the UK continue working after the age of 65. Moreover, 
collecting comprehensive and accurate income data of older people is difficult because it 
requires a large number of sensitive questions to identify the different sources of income. These 
sources could include benefits, pensions, and financial assistance for example, that people may 
not be willing to disclose and so provoking a low response rate (Evandrou, 2005).  
 
Wealth is a better indicator of measures for the economic status of older people than 
income as it includes the stock of assets that can be used to live on as necessary (Marmot, 2004). 
Wealth represents the accumulated assets throughout life and the distribution of wealth among 
people is more unequal than other indicators of SES, and therefore, has a significant gradient in 
people’s health choices (Shaw et al., 2005). Through analysing the ongoing ELSA data, Tanaka 
et al. (2011) reported that lower financial wealth is significantly associated with higher 
prevalence and incidence of diabetes among older people.  
 
Income and wealth status facilitate access to health inputs such as higher quality diet and 
access to medical services, while better health improves a person’s earning capacity leading to a 
strong association between people’s economic status and their health. Figure 3 illustrates that 
health inequalities by wealth quintiles are apparent in all groups aged 50 years and over.  For 
example, taking individuals in the age group 60-64, almost 45 in every100 people report poor 
health in the poorest wealth quintile, whereas almost 10 in every 100 people report poor health in 
the richest wealth quintile. However, the difference is reduced in the oldest age groups. In order 
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to tackle these significant income inequalities in health, policies could be devised that ensure a 
minimum income for all to maintain a healthy standard of living along with the introduction of a 
progressive tax system (The Marmot Review, 2010). 
 
Figure 3: Percentage of people aged 50 and over reporting fair/poor health by wealth quintiles in 
the UK. 
 
 
Source: Marmot (2004) 
 
CORRELATES OF SES INDICATORS AND EDUCATION 
 
One of the most important determinants of the SES-health gradient is education which is 
normally acquired in the early life, and so, the problem of reverse causation is less serious 
(Grundy and Hot, 2001). Educational attainment has been used as a primary indicator of SES in 
many studies, and it has played a pivotal role in the analysis of the SES-health gradient 
particularly for the older people. Elo and Preston (1996) reported that education is focused on 
two rationales: firstly, it can be applied to both working and non-working people, and secondly, 
it is more plausible exogenously compared to income and occupation for the study of adult 
health. Education can affect health through a number of pathways, for instance, lifestyle; 
behavioural factors; stress management; problem solving ability and maintaining social relations. 
A number of key reports (Aldridge and Lavender, 2000; Schuller and Watson, 2009,) have made 
considerable links between education and learning that takes place in later life itself and in 
linking good health to increased participation and empowerment as well as in making 
improvements for individuals in health knowledge, promoting their own mental health, and 
improving cognitive performance and achieving a reduced risk of dementia.  As far as the actual 
quantitative evidence Jenkins (2011) used the English Longitudinal Study of Ageing to consider 
the health and wellbeing benefits of learning in later life.  Studies on participation rates have 
found that the single most salient feature of participation in learning and education data for later 
life is that participation continues to be very closely related to social class.  A series of indicators 
all point constantly and unambiguously in the same direction.  These are not only the direct 
measure of SES but all those related factors such as highest level of qualification, income and 
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occupational status so that the higher SES, the more likely you are to continue to access 
education in later life.is also more likely to be taken up by those with higher SES (NIACE, 
2009). The more educated people are then the less likely they are to smoke, drink, use illegal 
drugs or have excess weight and the more likely they are to do regular excise and eat healthier 
food. The 1970 British Birth Cohort Study reveals that higher educational level is significantly 
associated with healthier behaviour over the life course. Longitudinal studies in mental health 
also show that higher cognitive function is associated with lower rates of mental depression and 
higher intelligence in early life is linked with a declining risk of psychological distress in middle 
and later life (Gale et al., 2008). Higher educated people are more likely to have the opportunity 
to utilise new medical technology and have a better understanding of, and access to, knowledge 
about new diseases compared to people with a lower level of education (Coulter et al., 2008). 
 
The longitudinal study conducted by the Office for National Statistics (ONS) on the UK 
population  aged 50 and over (see Figure ) found that the more educational qualifications that a 
person had attained by 1971 then the lower was the percentage of standardized limiting illnesses 
being reported in 2001 (Figure 4). Thus, it can be deduced that the level of educational 
attainment is positively correlated with health status. However, most of the older people today in 
Europe left school without having educational qualification and consequently, there is an 
insufficient differentiation between the groups with different educational levels (Grundy and 
Hot, 2001). This problem is expected to reduce in the coming years in the UK as relatively more 
educated people move into older age groups. In addition, increased access to lifelong learning 
through job based learning and apprenticeships, for example, can also play a significant role in 
reducing such health inequalities (The Marmot Review, 2010) as well as in later life itself 
(Hafford-Letchfield, 2010). 
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Figure 4: Percentage of standardised limiting illness at age 50 and over in 2001  
in the UK by educational qualification attained up to 1971. 
 
 
Source: ONS Longitudinal Study (2014) 
 
  
Occupation is one of the most frequently used indicators for measuring socio-economic 
status in the UK, and it has a significant gradient in health particularly for the working people 
(Graham and Kelly, 2004). The bulk of research on the association between social class and 
health has been focused on occupational position or rank. People with lower occupational status 
are more likely to experience longer or irregular stressful working hours, shift work, and more 
exposure to physically demanding or dangerous work compared to those who have a higher 
occupational status. Psychological stress in the workplace, such as lower autonomy, restrictions 
on participation in decision making and discriminatory practices can also cause ill health (The 
Marmot Review, 2010). The Whitehall II studies of the UK civil servants, for example, 
documented that civil servants in lower prestigious jobs were more likely to experience higher 
rates of mortality from all causes in particular from cardiovascular disorders (Marmot et al., 
1978; Marmot et al., 1991). As with education, a person’s occupational grade is positively 
associated with having a sense of control over their health, work and job satisfaction. This can be 
seen in Figure 5 where civil servants in a lower occupational grade have little sense of control 
whereas those in a higher grade have a stronger sense of control. This social gradient is linked to 
increased rates of absence from work place due to physical or mental illness and cardiovascular 
diseases. A similar gradient is also “reflected in the metabolic syndrome which is a combination 
of risk factors for diabetic and heart diseases’ (The Marmot Review, 2010:73).  
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Figure 5: The association between civil servants’ grade with job control, 1985-88  
Civil servants’ employment grade. 
 
 
Source: Marmot et al. (1991), The Whitehall II study  
 
However, the use of occupation as an indicator of SES is problematic particularly for 
older people as most of them do not have currently in employment. In the UK, less than ten per 
cent of men and five per cent of women aged 65 and over are working in the labour market 
(Grundy and Hot, 2001). Most of the people in this age group are retired, and social mobility 
seemed to have declined due to poor health. The UK retirement provision has been changed 
recently and older people have now choice to stay in labour market as long as they can. Such a 
legislation allows many financially better off and to lead a healthier life (Leeson and Khan, 
2015). In addition, men and women differ substantially both in terms of types of occupation and 
participation in the labour market (Arber and Ginn, 1993). The occupation of households is 
centred on a male at the head that is then used to determine the social class for all other members 
of that household. This means that women are not then accorded social positions (Graham and 
Kelly, 2004). 
 
Based on the social class, inequalities in the health of older people can be assessed by 
calculating average life expectancy at age 65. The ONS Longitudinal Study 1982 to 2006 
revealed an apparent social gradient in health using this approach. The differentiation in average 
life expectancy at age 65 showed that there were marked social inequalities in the health of older 
people between the occupational classes (Table 1). People in higher occupational classes have a 
higher expectation of life at age 65 compared to those who belong to the lower occupational 
classes. In 2002-06, people in the highest occupational class (managerial and professional) 
expected to live almost 20 years more at their 65th birthday (on average, 18.8 years for males and 
21.7 years for females), whereas, people in the lowest occupational class (routine work including 
manual) are expected to live almost 17 years more (on average, 15.3 years for males and18.5 
years for females). The gap between the life expectancy of the highest and lowest occupational 
groups has widened for both males and females but is steeper for males in the period 1982-86 to 
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2002-2006. However, the gap between male and female life expectancy at age 65 has narrowed 
minimally during this same period. 
 
 
 
Table 1: Life expectancy at age 65 by social class and gender in England and Wales 
in 1982-86 & 2002-2006. 
 
Social class 
Life expectancy at age 65 
in 1982-86  
Life expectancy at age 65  
in 2002-06 
Male Female  Male Female 
Higher managerial 
& professional 15.2 19.7 
 18.8 21.7 
Lower managerial 
& professional 15.1 18.9 
 18.2 21.1 
Intermediate 13.9 18.3  17.5 20.5 
Small employers & 
own a/c workers 14.0 18.6 
 17.5 20.5 
Lower supervisory 
& technical 13.4 18.7 
 16.4 18.8 
Semi-routine 12.9 17.4  15.6 19.4 
Routine 12.9 16.7  15.3 18.5 
All 13.1 17  16.7 19.5 
Range: highest-
lowest 2.3 3.0 
 3.5 3.2 
Source: Office of National Statistics (2011) 
 
Graham and Kelly (2004) said that the proportion of people reporting limiting long-
standing illness has been steadily increasing from the top occupational group to the bottom group 
(Figure 6). The experience of limiting long-standing illness has been almost three times higher 
for people in the unskilled manual group compared to those in the professional group. The higher 
percentage of women in the major occupational groups reporting such illness may be due to their 
increased vulnerability to poorer health over the life course. 
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Figure 6: Percentage of people reporting limiting long-standing illness by occupational class 
(Based on occupation of household reference person). 
 
 
Source: Graham and Kelly (2004) 
 
Comprehensive policies are essential in order to reduce health inequalities caused by 
occupational class. For example, ensuring a good workplace environment for all could help to 
reduce physical hazards; flexible employment rules could reduce mental stress; proper training 
could improve the sense of control; better quality of work and primary health care services 
available in the workplace could improve the overall health status of all employees.  
 
Deprivation is defined as the inability to participate in usual societal activities due to lack 
of material resources (Townsend, 1979). It is strongly associated with a person’s educational 
level along with income and occupational class and even more so when the lower levels of these 
three indicators are combined. Identifying deprivation is one of the aims of socio-economic 
classifications. People of a lower socio-economic status are generally the most deprived group 
and those with a higher SES are generally the less deprived group. The association between 
deprivation and health for older people depends on psychological factors such as empowerment 
plus relative social status and social integration as well as on the direct links with the ownership 
of particular resources such as central heating, use of a car and healthcare services (Grundy and 
Hot, 2001). The Townsends’ Checklist is a popular method for measuring deprivation that 
focuses on resources that might commonly be regarded as essential. 
 
Deprivation is also measured on the basis of ecological data. Living in a deprived area, 
whether rural or urban, has direct effects on the physical and mental health status of people 
living in those areas (Sloggett and Joshi, 1998). For example, in 2005-06 male life expectancy in 
one of the poorest wards in Haringey in London was 72.5 years whereas in one of the wealthiest 
wards it was 81.5 years (Tottenham Green Profile, 2012). Area classification can often give 
indicators about the socio-economic status of people living in those areas. The social 
characteristics of neighbourhoods can be assessed by the extent of mutual support, for instance 
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and by feelings of trust, numbers taking part in social works and also by the participation rate in 
crime and vandalism. These all have a significant influence on health (Bone et al., 1992).  
 
Substantial inequalities in mortality and morbidity persist across different regions across 
England (The Marmot Review, 2010). According to ONS (2009), people living in the richest 
neigbourhoods expected to live on average almost nine more years than those living in the 
poorest neigbourhoods. The gap is steeper in the case of disability free life expectancy free. 
People living in the least deprived neigbourhoods expected to experience 17 more years of 
disability free life on average, compared to people living in the most deprived neigbourhoods. 
This indicates that those in the most deprived neighbourhoods not only live for a shorter times 
but also experience more disability in that shorter life than those living in the least deprived 
neighbourhoods. Initiatives targeting the most deprived regions, such as redistribution of wealth; 
healthcare and educational facilities; improved living environment and food quality and 
reduction in fuel poverty can all minimise such inequalities in health.  
 
 
CONCLUSIONS AND RECOMMENDATIONS 
 
This study has re-examined the gradients of key socio-economic indicators in the health 
of older people in the UK by critically analysing selected important published resources. We 
initially examined the causality of socio-economic status (SES) and health and went on to 
explore how the gradients in SES determinants are connected with people’s lives and resultant 
inequalities in health. Unlike meta-analysis, this is a valid way to draw robust conclusions about 
key findings in the relationship between SES and individual health outcomes. The evidence from 
the main discussion reveals that older people with lower SES are clearly more exposed to risk 
factors in health compared to those who are of a higher SES and that this is a complex picture. 
Consequently, those at a lower SES are more likely to suffer health problems such as long-
standing illness, disabilities, and have a shorter life expectancy compared to their higher SES 
counterparts.  
 
 All the commonly used indicators have some limitations in determining the exact SES of 
older people for studying health inequalities due to factors such as less participation in the labour 
market for example. Though occupation is most frequently used SES determinants in the UK, but 
education remains the single most important determinant of SES for health inequalities in later 
life. However, education or occupational class allied with a material deprivation indicator offers 
the best pair of SES determinants in studying health inequalities of older people (Grundy and 
Hot, 2001). Besides, like the traditional SES indicators, classification of living area also tells the 
individual’s SES that have significant effect on health inequalities. In particular, people who live 
in the most deprived neighbourhoods experience more problems with disability or illness even 
with their shorter life compared to those of the least deprived neighbourhoods. Comprehensive 
policies targeting people in the lower SES group could help reduce socio-economic inequalities 
in health in the UK. 
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Implications of the review for health policy and practice and for future research  
 
SES plays important role in reducing health inequality in the UK.  However despite growing 
evidence of the need to collect routine and comprehensive SES measures, there remains little 
agreement on which SES measures should be gathered and how this can be achieved through a 
lifecourse approach particularly in relation to those which particularly affect health outcomes 
such as occupation, education and household income.  Moreover, researchers have shown that 
these measures are not interchangeable and that the impact of any particular SES measure on 
health varies across social groups, gender and age.  The fact that various measures of SES may 
summarize different components of overall health risk suggests that a systematic evaluation of 
the explanatory power of various SES measures is required before an effective set of optimal 
indicators can be created. This paper contributes to this examination by evaluating the 
relationship between a set of SES measures, available from both administrative and survey data 
sources and mortality in relation to their usefulness to examine the impact on health of older 
people in the UK. Our analysis examines the potential predictive power of selected SES 
measures and confirms previous research on the links between SES measures and health in later 
life. We suggest that the economic components of SES should be a standard feature of a 
nationally agreed measurement system for monitoring links between SES and health and 
between SES. 
 
Some of the evidence in this paper supports the claim that health care use is also inequitable and 
that equity of access, use and outcomes in service use is another area for further enquiry using 
SES indicators. Those involved in policy and provision of health care will need to pay more 
attention to capture data on the access and pattern of use of health and related services used by 
older people as well as to the existence of health inequalities in order to formulate strategies and 
interventions to address these.  
 
Successive UK governments frequently cite the ‘crisis’ of an increasingly ageing population on 
our society and the implications of subsequent health and support costs.  However, as some of 
the findings from this paper has suggested, whilst the ageing experience can be an individual 
one, an older persons health and life chances are affected by a complex range of factors 
involving not only biological, medical and psychosocial, but there exists a wealth of potential 
observational and epidemiological data which will enable policy makers to understand how 
successful ageing and wellbeing in later life is strongly influenced through a lifecourse approach. 
There is a worrying lack of evidence alongside these about what interventions might be effective 
in reducing inequalities but also to support continual adjustments that individuals are going to 
have to make to their health and quality of life through changing circumstances amongst those 
from lower SES. Gaining further evidence in a coherent and continuous way will be essential to 
develop, justify and evaluate more effective interventions. As we have seen in this paper, 
differential access to resources may also be a determinant but in itself also subject to a complex 
interacting network of factors that need to be understood in sufficient detail so as to be made the 
target of policy and practice interventions associated with improving the health and wellbeing of 
older all older people in the UK.  Furthermore, interventions should ideally be assessed for their 
efficacy and cost effectiveness with the same rigour as is used in the scientific research into 
health issues impacting on older people.  Having baseline data to assess and measure progress 
 
 
17 
 
may go a long way to avoid such ‘crises’ as well as providing a moral imperative to promote a 
better more healthier ageing population. 
 
 
REFERENCES 
 
Action on hearing loss. (2012). Statistical Bulletin. Facts and figures on hearing loss. 
Adler, N. E., Boyce, T., Chesney, M. A., Cohen, S., Folkman, S., Kahn, R. L. and Syme, S.L. 
(1994). ‘Socioeconomic status and health, the challenge of the gradient’, American 
Psychologist 49(1):15-24. 
Aldridge, F.,  Lavender, P. (2000) The impact of learning on health.  Leicester, NIACE  
Allin, S., Massertia, C. and Mossialos, E. (2006) Inequality in health care use among older 
people in the United Kingdom: an analysis of panel data.  London, LSE. 
Alzheimers Disease International (2014) World Alzheimer Report 2014: Dementia and risk 
reduction, an analysis of protective and modifiable factors. ADI. 
Aratzcoz, L, and Rueda, S. (2007) Social inequalities in health among the elderly; a challenge for 
public health research.  Journal of Epidemiiology & Community Health, 61(6):466-7 
Arber, S. and Ginn, J. (1993). ‘Gender and inequalities in health in later life’, Social Science 
Medical Journal 36:33–46. 
Baker, M., Mawby, R., and Ware, J. (2015). Health inequalities. Royal College of General 
Practitioners, http://www.rcgp.org.uk/policy/rcgp-policy-areas/~/media/Files/Policy/A-Z-
policy/2015/Health%20Inequalities.ashx 
Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guthrie B. (2012). Epidemiology of multi-
morbidity and implications for health care, research, and medical education: a cross-
sectional study. The Lancet online.  
Beckett, M. (2000) Converging health inequalities in later life – an artefact of mortality 
selection?  Journal of Health and Social Behaviour 41(1):106-9 
Bernard, M. (2000).  Promoting Health in Old Age, Open University Press, Buckingham. 
Blackman, T., Harrington, B., Elliott, E., Greene, A., Hunter, D. J., Marks, L., McKee, L., and 
Williams, G. (2012). Framing health inequalities for local intervention: comparative case 
studies. Sociology of Health & Illness 34(1):49–63. 
Bone, M., Gregory, J. and Gill, B. (1992). ‘Retirement and retirement plans’. London: HMSO. 
Burholdt, V. and Windle, G. (2006) The material resources and well-being of older people. 
York, Joseph Rowntree Foundation.  
Center for Substance Abuse Treatment (1998). Substance Abuse Among Older Adults. Rockville 
(MD): Substance Abuse and Mental Health Services Administration (US); Treatment 
Improvement Protocol (TIP) Series, No. 26.) Chapter 1 - Substance Abuse Among Older 
Adults: An Invisible Epidemic. Available from: 
http://www.ncbi.nlm.nih.gov/books/NBK64422/ 
Coulter, A., Parsons, S. and Askham, J. (2008). Policy Brief: Where are the patients in decision-
making about their own care? World Health Organization (WHO), 
http://www.who.int/management/general/decisionmaking/WhereArePatientsinDecision
Making.pdf 
 
Daly, M.C., Duncan, G.J., McDonough, P., Williams, D.R. (2002) Optimal indicators of 
socioeocomic status for health research. American Journal of Public Health 92(7):1151-
 
 
18 
 
1157. Dannefer, D. (2003) Cumulative advantage/disadvantage and the life course: 
cross-fertilising age and social science theory.  Journals of Gerontology, Series B: 
Psychological Sciences and Social Sciences 58(6):S327-38. 
Department of Health (2012). Report. Long-term conditions compendium of Information: 3rd 
edition. 
Elo, I. T. and Preston, S.H. (1996). ‘Educational differentials in mortality: United States, 1979-
85’, Social Science and Medicine 42(1):47-57. 
Bowling, A. (2004). ‘Socioeconomic differentials in mortality among older people’, Journal of 
Epidemiology and Community Health 58:438-440. 
Erikson, R. and Torssander, J. (2008). ‘Social class and cause of death’, European Journal of 
Public Health 18(5):473-478.  
Exworthy, M., Blane, D. and Marmot, M. (2003). Tackling Health Inequalities in the United 
Kingdom: The Progress and Pitfalls of Policy. Health Services Research 38:1905-1922. 
Equality and Human Rights Commission (2009) Just ageing?: Fairness, equality and the 
lifecourse.  EHRC and Age Concern, England, 
http://justageing.equalityhumanrights.com/wp-content/uploads/2009/08/Socio-
economic-inequalities-in-the-older-population-of-the-United-Kingdom-Just-Ageing-
Public-Service-report.pdf 
Evandrou, M. (2005). ‘Focus on Older People: Health and Well-being’, Department of Work 
and Pensions, National Statistics, Palgrave Macmillan: 39-65. 
Formosa, M and Higgs, P. (2013) (eds) Social class in later life: Power, identity and lifestyle.  
Bristorl, Policy Press 
Gale, C. R., Hatch, S. L., Batty, G. D. and Deary, I. J. (2008). ‘Intelligence in childhood and risk 
of psychological distress in adulthood: The 1958 National Child Development Survey 
and the 1970 British Cohort Study’, Intelligence 37(6):592-599. 
Galobardes, Bruna, Shaw, M., Lawlor, D., Smith, G.D., and Lynch, J. (2006). ‘Indicators of 
Socioeconomic Position’, edited by J. Michael Oakes and Kaufman, J. S., Francisco, S., 
Methods in Social Epidemiology, Jossey-Bass / Wiley:47-85. 
Graham, H. and Kelly, P.M. (2004). ‘Health Inequalities: concepts, frameworks and policy’, 
NHS Briefing paper, Health Development Agency. Available at: 
www.nice.org.uk/niceMedia/pdf/health_inequalities_policy_graham.pdf [Accessed date: 
15/04/2014] 
Grundy, E. and Holt, G. (2001). ‘The socioeconomic status of older adults: How should we 
measure it in studies of health inequalities?’, Journal of Epidemiology Community 
Health 55:895–904. 
Grundy, E. and Glaser, K. (2000) Socio-demographic differences in the onset and progresson of 
disability in early old age: a longitudinal study.  Age and Ageing, 29(2):149-57. 
Hafford-Letchfield, T. (2011) Grey matter really matters: A study of the learning opportunities 
and learning experiences of older people using social care services. International 
Journal of Education and Ageing 2(1):8-23.  
Hafford-Letchfield, T (2013) Social class and later life. In M. Formosa,  P. Higgs, P. (eds) Social 
class in later life: Power, identity and lifestyle.  Bristol, Policy Press 
Jone, A.M. and Nicolas, A.L. (2004). Measuring and Explanation of Socioeconomic Inequality 
in Health with Longitudinal Data. Health Economics 13:1015-1030. 
Jenkins, A (2011) Participation in learning and wellbeing among older adults. International 
Journal of Lifelong Education 30(3): 403-20 
 
 
19 
 
Khan, H.T.A. and Raeside, R. (2014). Between Country Variations in Self-Rated-Health and 
Associations with the Quality of Life of Older People: Evidence from the Global 
Ageing Survey, Applied Research in Quality of Life 9(4):923-949.  
Khan, H.T.A. and Flynn, M. (2015). Self-Reported Health Status of Older Adults in Malaysia 
and Singapore: Evidence from the 2007 Global Ageing Survey. Applied Research in 
Quality of Life (accepted).  
Khan, H.T.A, Leeson, G.W. Findlay, H. (2013). Attitudes towards bearing the cost of care 
in later life across the world, Illness, Crisis and Loss 21(1):49-69.  
Kirkwood, T. B.L. (2014) Biological determinants and malleability of ageing. In T.B.L 
Kirkwood and G.Cooper. (eds) Wellbeing in Later Life, West Sussex, Wiley 
Blackwell. 
Knesebeck, O., Luschen, G., Cockerham, W. C., and Siegrist, J. (2003). ‘Socioeconomic status 
and health among the aged in the United States and Germany: A comparative cross-
sectional study’, Social Science & Medicine 57:1643–1652. 
Leeson, G.W. and Khan, H.T.A. (2015). The move to abolish mandatory retirement age: The 
case of the United Kingdom. In: Mandatory Retirement in Japan and South Korea: The 
Past, Present, and Future, by Masa Higo and Thomas Klassen. Routledge.  
Marmot, M., Rose, G., Shipley, M. and Hamilton, P.J.S. (1978). ‘Employment grade and 
coronary heart disease in British civil servants’, Journal of Epidemiology and Community 
Health 32:244-249. 
Marmot, M., Smith, G.D. and Stansfield, S. (1991). ‘Health inequalities among British civil 
servants: The Whitehall II study’, The Lancet 337(8754):1387-1393. 
Marmot, M. (2004) ‘Social Causes of Social Inequalities in Health’ in Anand, S., Fabienne, P. 
and Sen, A. (Eds.), Public health, ethics, and equity, Oxford: Oxford University Press: 
37-46. 
Marmort, M. (2005). Social Determinants of Health Inequalities. The Lancet 365(9464):1099-
1104.  
The Marmot Review. (2010). Fair Society, Healthy Lives, London. The Marmot Review. 
Available at: http://www.marmotreview.org/ [Accessed date:10/05/2014] 
Mackenbach, J.P., Stirbu, I., Roskam, A., Schaap, M.M., Menvielle, G., Leinsalu, M., and Kunst, 
A.E. (2008). “Socioeconomic Inequalities in Health in 22 European Countries”, The New 
England Journal of Medicine 358(23):2468-81. 
Maynard, M., Afshar, H., Franks, M., Wray, S. (2008) Women in later life: exploring race and 
ethnicity. London, McGraw-Hill.  
McFadden, E., Luben, R., Wareham, N., Bingham, S., Khaw, KT. (2009) Social class, risk 
factors, and stroke incidence in men and women: a prospective study in the European 
prospective investigation into cancer in Norfolk cohort.  Stroke 40(4): 1070-1077 
McMunn, A., Nazroo, J. and Breeze, E. (2009). ‘Inequalities at older ages: a longitudinal 
investigation of onset of illness and survival effects in England’, Age and Ageing 38 
(2):181-187.  
Mosk, C. and S. R. Johansson. (1986). ‘Income and mortality: Evidence from Modern Japan’, 
Population and Development Review 12(3):415-440. 
MRC CFAS (2000) Socioeconomic status and the expectation of disability in old age: Estimates 
for England.  Journal of Epidemiology and Community Health 54(4):286-292. 
Office for National Statistics. (2011). ‘Trends in life expectancy by social class’, National 
Statistics, United Kingdom. Available at: 
 
 
20 
 
www.ons.gov.uk/ons/...life-expectancy.../trends-in-life-expectancy-by-th. [Accessed date: 
25/05/05/2014] 
Office for National Statistics.  (2009).  Health expectancy at birth.  Available at: 
 http://www.statistics.gov.uk/StatBase/Product.asp?vlnk=12964 Accessed date: 
15/05/2014 
Office for National Statistics (2014). Longitudinal Study http://www.ons.gov.uk/about/who-we-
are/our-services/longitudinal-study [Accessed date: 05/05/2014] 
Oakes, J. M., and Rossi, P. H. (2003). ‘The measurement of SES in health research: current 
practice and steps toward a new approach’, Social Science Medical 56(4):769-84. 
Population Reference Bureau (PRB). (2008). ‘Socio-economic Disparities in Old Age’, Today’s 
Research on Ageing, 11, Washington, DC 20009 USA. 
Pritchard, C., Wallace, M.S. (2011) Comparing the USA, UK and 17 Western countries’ 
efficiency and effectiveness in reducing mortality. Journal of the Royal Society of 
Medicine Short Reports. 2-60. 
Responses, Canadian Studies in Population 35(2):291-310. 
Rees Jones, I., and Higgs, P. (2013) Class and health inequalities in later life. M. Formosa and 
P.Higgs. Social Class in Later Life: Power, Identity and Lifestyle.  Bristol: Policy Press 
Schuller, T., and Watson, D. (2009) Learning through life: Inquiry into the future for lifelong 
learning.  Leicester, NIACE 
Scottish Parliament (2015). Report on health inequalities, SP paper 637, 1st report session 4, 
Scottish Parliamentary Corporate Body. 
Shaw, M., Smith, G. D., & Dorling, D. (2005). Health inequalities and New Labour: how the 
promises compare with real progress, BMJ 330(7498): 1016-1021. 
Sloggett, A., and Joshi, H. (1998). ‘Higher mortality in deprived areas: community or personal 
disadvantage?’, British Medical Journal 309:1470–4. 
Snell T, Wittenberg R, Fernandez JL, Malley J, Comas-Herrera A, King D (2011). 
Report. Projections of Demand for Social Care and Disability Benefits for Younger 
Adults in England. Report of Research Conducted for the Commission on Funding of 
Care and Support. PSSRU Discussion paper 2800/3.  
Tanaka, T., Gjoncaj, E. and Gulliford, C. M. (2011). ‘Income, wealth risk of diabetes among 
older adults: Cohort study using the English longitudinal study of ageing’, European 
Journal of Public Health 22(3):310-317. 
Tottenham Green Profile. (2012). Available at  
www.haringey.gov.uk/tottenham_green_profile.pdf  [Accessed date: 15/05/2014] 
Townsend, P. (1979). ‘Poverty in the United Kingdom: a survey of household resources and 
standards of living’. 1st ed. Middlesex: Penguin Books. 
Wilkinsona, R.G. and Pickett, K.E. (2006). Income inequality and population health: A review 
and explanation of the evidence, Social Science & Medicine 62:1768–1784.  
World Health Organization (WHO). (1948). ‘Preamble to the Constitution of the World Health 
Organization’ as adopted by the International Health Conference, 2:100. Available at: 
www.who.int/about/definition/en/print.html  [Accessed date:16/05/2014] 
World Health Organization (WHO). (2003). ‘Social Determinant of Health’, The Solid Facts, 
Second Edition, International Centre for Health and Society. Available at: 
www.euro.who.int/__data/assets/pdf_file/0005/98438/e81384.pdf [Accessed date: 
18/05/2014] 
 
